JUST over a decade has passed since Burkitt (1958) first introduced the African lymphoma to medical literature. Study of this tumour in its normal African habitat has led to greater understanding of the mechanism of malignancy. Epidemiology has provided major clues in the search for aetiological factors (Burkitt, 1962) . Stimulated by the suggestion by Hutt and Burkitt (1965) about the need for more intraterritorial studies of tumours, and by the example of mission doctors in East Africa (Williams, 1966; Eshlemann, 1966) patients were seen (6 from Ilesha and 3 outside). In retrospect some of these tumours might now be classified as Burkitt's lymphoma, but no attempt to do so has been made in this study. Table I shows the various sites grossly involved in the clinical presentation of the disease. Post mortem was only carried out three times and always showed much more extensive involvement than was clinicaRy and radiologically obvious. When more than one part of the body was involved both sites are recorded in the (Edington and Maclean, 1964) . Burkitt and Wright (1966) Williams (1966) and Pike et al. (1967) though the statistical tecbniques used by the latter were not applied. Two patients from Effon Alaye presented within 10 weeks of each other, one with an abdominal mass and the other with a maxillary tumour. From the addresses given it was not possible to work out the distance separating the children within the village, though it should be noted that the village home is often only a lodging centre, far from the farm where a large part of the week is spen't.
RESULTS

Clinical features
DISCUSSION
This survey has confirmed the now classical pattern of presentation described by Burkitt (1966) . As O'Conor and Davies (1960) first stressed, approximately one half of the patients have facial involvement. As they also observed, half of the patients with facial lesions have no other gross pathology. This is confirmed here in 12 out of 25 patients. The male to female ratio, as found by others, is inexplicably 3 : I for facial tumour but I : I for other sites. This have never been adequately explained, though the preponderance of head over trunk lesions in the younger age groups, also confirmed here, may be related to the almost con-tinuous coverage of the whole child on the mother's back while only the face and neck are exposed to attack by insect vectors.
The finding of Burkitt and Wright (1966) that facial tumours develop in young adults lately arrived in the tumour endemic area shows that the facial localization as once postulated is not related to rapid dental activity in the 2-and 3-year old. Burkitt and Wright (1966) have shown that the age of patients is highest in areas where the incidence is lowest though Pike et al. (1967) found the opposite tendency. Consideration of the age scatter in Ilesha as seen in Table 11 , with only 3 cases over the age of 14 years, suggests that this district is in the centre ofa tumour area, which is known to extend West beyond lbadan, 75 miles away. In lbadan the age scatter was 2-27 years (Edington and Maclean, 1964) . The comparative relative ratio frequencies for tumours in all age groups were 8-9 in lbadan and in Ilesha (Mulligan, 1970) . The only other tumour surveys from Nigeria with specific reference to Burkitt lymphoma were from Lagos (Duncan, 1968) , with a relative ratio of 3-4, and the Northern States Pathology reference laboratory (Berry, 1964) (Burkitt, 1969; Kafuko et al., 1969; O'Conor, 1970; Lancet, 1970 Another factor may operate. The high level of immunity produced by B.C.G., triple vaccine, polio and small-pox vaccines alerts not only the defense mechanisms of the body against these specific infections but also generally against possible oncogenic viruses or virus co-carcinogens. There is also a non-specific immunotherapeutic effect of vaccination upon tumours which, though weak in itself, may assist other factors in delaying or resisting tumour development (Mathe', 1967; Fairley, 1969 Lagos, Nigeria, [17] [18] [19] December, 1970. 
